occasionally misdiagnosed as Crohn's disease. Of note, non-LGV serovars also occasionally cause a less aggressive form of proctocolitis. Invasive LGV is characterized by constitutional symptoms such as fever, chills, and malaise. Superinfection with other bacterial species may also complicate the presentation.
III. DIAGNOSIS

RECOMMENDATION:
Clinicians should diagnose LGV through the presence of consistent clinical findings, such as inguinal lymphadenopathy and erosive proctocolitis, as well as the absence of other definable pathologies.
The diagnosis of LGV is made most commonly on the basis of consistent clinical findings. No reliable diagnostic tests are widely available that can consistently assist clinicians to make a diagnosis of LGV.
Although direct testing for Chlamydia trachomatis can be performed using nucleic acid amplification tests (NATs), cell culture, or immunofluorescence tests, these tests have limited applicability for LGV due to lack of sensitivity or specificity for these specific serovars. In addition, commercially available NATs for chlamydia are not FDA-approved for use on rectal specimens. Urine, urethral, and cervical specimens that test positive for Chlamydia trachomatis using FDA-approved tests do not provide the genotyping needed for LGV serovar determination. Such specimens, as well as those from rectal swabs and purulent material aspirated from buboes, may yield a useful diagnostic specimen upon which genotyping of LGV-specific serovars can be performed; however, genotyping can only be performed in select laboratories. Clinicians interested in such testing should contact their local health departments for instructions on proper specimen collection (see Appendix A for contact information for local health departments and Appendix B for testing and shipping instructions). Treatment, however, should not await LGV serovar determination.
Serologic testing for chlamydia, including complement fixation (CF) and microimmunofluorescence (MIF), has never been adequately standardized, and results from laboratory to laboratory may vary. Serologic tests do not differentiate between LGV and non-LGV serovars. When serologic testing is performed, higher serum antibody levels may be seen in the presence of LGV compared with non-LGV chlamydia infections due to the invasive nature of LGV. CF titers >1:64 and MIF titers >1:256 are strongly suggestive of LGV, particularly when accompanied by consistent clinical findings. Studies have not demonstrated altered LGV testing parameters in the presence of HIV; however, it is likely that serologic tests would be less specific.
IV. TREATMENT
RECOMMENDATIONS: Doxycycline (100 mg PO bid) for 21 days is the preferred treatment regimen for LGV.
Treatment should not await LGV serovar determination, even in the context of clinicians electing to investigate LGV-specific genotyping.
The treatment of choice for LGV is doxycycline 100 mg PO bid for 21 days. Other tetracyclines can be used as alternatives. Data supporting the use of non-tetracycline alternatives are limited. Erythromycin 500 mg PO qid for 21 days is the standard alternative, although frequency of dosing and gastrointestinal upset limit its utility. Some experts have recommended azithromycin 1g PO once weekly for 3 weeks, but data to support this option are also lacking. There are no data to support the use of alternative regimens in HIV-infected patients.
In individuals with tender, swollen inguinal lymphadenopathy, relief can be achieved by prompt aspiration or incision and drainage. 
Clinicians should offer assistance with partner notification if needed, or refer patient to other sources for partner notification assistance (CNAP, PNAP).
Presentation of a new STI in HIV-infected patients suggests exposure of HIV to their partners. In this case, offering HIV nPEP to partners is usually not an option because the period prior to STI symptom onset is usually longer than the 36-hour window for initiating HIV nPEP. Therefore, sequential HIV testing of partners for early identification of potential HIV acquisition should be performed. However, if a patient with an HIV exposure does present within 36 hours, evaluation for nPEP should occur (see HIV Prophylaxis Following Non-Occupational Exposure Including Sexual Assault).
B. Management of LGV Exposure
RECOMMENDATION:
Clinicians should encourage partners of patients with LGV whose exposure occurred within 60 days prior to symptom onset to be examined and treated with a full 21-day course of doxycycline.
Partners of patients with
LGV who had sexual contact with the patient within 60 days prior to symptom onset should be examined and treated. No data on which to base the optimal contact interval have been published; some clinicians may treat partners whose exposure occurred up to 6 months prior to the patient's symptom onset.
The appropriate length of LGV treatment in asymptomatic, sexual contacts remains under investigation. In New York State, in accordance with the treatment guidelines for contacts of other sexually transmitted diseases, a full 21-day course of doxycycline is recommended. The Centers for Disease Control and Prevention and the British Association for Sexual Health and HIV recommend that sex partners who had contact within 30 days of the patient's symptoms should be evaluated and treated with regimens for uncomplicated chlamydia infection (azithromycin 1g PO in a single dose, or doxycycline 100 mg PO bid for 7 days). 
